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Not resected Cardiac invasion and pleural effusion SIR,-We are grateful for the opportunity of replying to the points made by Dr Williams and his colleagues. As we pointed out in our paper, the interpretation of any data used to predict resectability of bronchial carcinoma depends critically on the criteria used by individual surgeons to decide whether or not potentially curative surgery is technically possible. For this reason it is difficult to compare our results with theirs. The best index of successful resection would be information on survival, which they do not give. We pointed out that in our series only one of 10 patients in whom the preoperative perfusion of the affected lung was less than 25% of the total survived two years and we suggest that this supports the use of scanning in the assessment of operability. As with most investigations, the additional information given by scanning has to be interpreted in the light of other clinical, radiological, pathological, and functional data and whether or not a thoracotomy is performed will not be determined by the scan in isolation from other information. Our patients survived from three to nine days after hospital admission and developed premortem bilirubin levels ranging from 135 to 475 ,umol/l (7-9 to 27-8 mg/100 ml) and AST levels ranging from 350 to 2360 IU/I. All the patients succumbed to their myocardial or pulmonary disease. At necropsy the livers showed marked venous congestion. The capsules were smooth and stretched. Microscopically the specimens revealed changes caused by ischaemia (fig) . Owing to their location hepatocytes at the periphery of the liver acinus receive blood at a lower oxygen tension than those cells close to the hepatic artery. They are thus more susceptible to damage when hypoxia and hypotension are present, and when in addition there is failure of venous drainage extensive cell necrosis at the periphery of the acinus may occur. As bile flow is dependent on arterial oxygen tension hypoxia may lead to slowing of bile secretion and even cholestasis.2 All of these changes were seen in our patients.
The elevated serum bilirubin and AST levels may lead the clinician to consider a diagnosis of viral hepatitis. Awareness of the possibility of ischaemic hepatitis should, 
